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Background.— In Europe, the increase in numbers of patients making legal claims might be due
to better knowledge of their rights. In France, a law passed in 2002 provided new opportunities
for claims.Claims;
Lawsuit
Aim.— To assess patient claims related to care in a French cardiology department.
Methods.— From 2003 to 2007, claims brought before the courts and actions of conciliation
within the scope of the hospital were collected by year. Cardiology department claims were
individualized and compared with those for other departments. Characteristics of patients at
the time of the care that prompted the claim, percentage of deaths, reasons for claims and
claim results were collected.
Abbreviations: CRCI, Commission régionale de conciliation et d’indemnisation/Regional Commission of Conciliation and Compensation;
ONIAM, Ofﬁce national d’indemnisation des accidents médicaux/National Board of Compensation for Medical Accidents.
∗ Corresponding author. Fax: +33 3 83 68 37 19.
E-mail address: fclaudot@medecine.uhp-nancy.fr (F. Claudot).











à être extrêmement vigilants. La cardiologie demeure un domaine relativement protégé des
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ackground
n the USA, medical malpractice litigation is commonplace
1]. An ofﬁcial report on reform of the medical litigation
ystem relates that the excesses of the litigation system
re an important contributor to ‘defensive medicine’ [2].
n a large number of Council of Europe member states, the
umber of complaints and cases related to medical liabil-
ty is increasing [3]. In France, at the end of the 1990s,
here was a marked increase in insurance payments. Speciﬁc
pecialists could no longer obtain insurance despite never





aced a claim. At the same time, the French parliament
onsidered no-fault injury compensation. A new law passed
n 2002 reformed the health system. It gave new rights to
he patients, ﬁxed improvement of the quality of the health
ystem as an objective and reformed the mode of medical
esponsibility. Hence, it gave patients new and easier oppor-
unities for making claims. Thus, the aim of our study was to
ssess patient claims related to care in a university cardiol-F. Claudot et al.
Results.— During the 4-year study period, 14% (n = 45,272) of hospital admissions concerned
cardiology, uniformly distributed across the years. In the same period, 845 procedures were
recorded, 81 of which related to cardiology. The complaints index was 2.59/1000 patients
for the general population and 1.79/1000 for cardiology. The 81 cardiology complaints (52
mediations; 29 litigations) concerned patients aged 62± 13 years (68% men). The number of
cardiology claims remained stable from 2003 to 2007. Compared with claims concerning other
departments, the nature of the plaintiff (more often heirs or husband/wife) and the reason for
the claim (less frequently medical care problems; more often death and nosocomial infections)
were statistically different.
Conclusion.— Claims related to cardiology care were low and relatively stable over the past 4
years. Nosocomial infections prompted a high proportion of claims and should lead physicians
to be vigilant. Cardiology remains relatively protected from litigation. A national registry of
hospital claims might be valuable.
© 2010 Published by Elsevier Masson SAS.
Résumé
Contexte.— En Europe, une meilleure connaissance des droits du patient pourrait expliquer
le développement d’opportunités de dépôt de plainte à la suite d’une hospitalisation. En
France, une nouvelle loi votée en 2002 offre de nouvelles possibilités de réclamation. Il était
donc intéressant d’évaluer les plaintes des patients en rapport avec les soins dans un pôle
universitaire franc¸ais de cardiologie.
Méthodes.— De 2003 à 2007, les plaintes déposées devant les tribunaux et les actions de conci-
liation à l’hôpital étaient recueillies par année. Les plaintes concernant le pôle de cardiologie
étaient individualisées et comparées à celles des autres pôles de l’hôpital. Les principales
caractéristiques des patients au moment de la prise en charge à l’origine de la plainte, le pour-
centage de décès, les différentes sortes de motivation, et les résultats des plaintes en termes
de condamnation étaient colligés.
Résultats.— Pendant la période d’étude de quatre ans, 14 % (n = 45 272) des admissions hos-
pitalières globales concernaient le pôle de cardiologie, distribuées uniformément selon les
différentes années. Pendant la même période, 845 procédures étaient enregistrées parmi
lesquelles 81 pour le pôle de cardiologie. Le taux indexé de réclamations était de 2,59 ‰
patients pour la population générale, et de 1,79 ‰ patients pour la population de cardiolo-
gie. Les 81 réclamations (52 procédures de médiation et 29 actions en justice) concernaient des
patients d’âge moyen 62± 13 ans (68 % d’hommes). Le nombre de plaintes restait stable en
cardiologie de 2003 à 2007. Comparés aux plaintes dans les autres pôles de l’hôpital, la qualité
du plaignant (plus souvent les héritiers ou le conjoint) et le type de motivation (moins fréquem-
ment les problèmes de soins médicaux, et plus souvent le décès et les infections nosocomiales)
apparaissaient signiﬁcativement différentes.
Conclusion.— Les plaintes en lien avec les soins en cardiologie sont peu nombreuses et
relativement stables en nombre au cours des quatre dernières années. Les maladies infec-
tieuses nosocomiales en représentent une grande partie et devraient conduire les médecinsgy department during the past 4 years. We chose to focus
n cardiology because of its invasive nature, the seriousness
f the pathology, and the increased risk of problems and

















































dAnalysis of patient claims related to care in a university car
of cases decided in favour of the patients or the hospital,
and the nature of the accusation of malpractice that led the
decision.
Methods
Description of the different types of claims in
France
Legally, users of French healthcare institutions (patients and
their families) must have the opportunity to express com-
plaints directly to the administrative department of the
hospital in question. Patients (or heirs) making a complaint
against a hospital can choose between several options,
according to the intensity, gravity or animosity that they
feel. In general, the patient’s ﬁrst step is to address a letter
expressing dissatisfaction to the director of the hospital. If
the matter is simple dissatisfaction, the patient is directed
towards the medical mediator. If the patient wants to ﬁle a
lawsuit, their letter (called an application for an ex-gratia
settlement) is addressed to the legal department of the hos-
pital.
Patients have three appeal procedure possibilities for
payment of their litigation against the hospital: a traditional
contentious procedure (court lawsuit), a mutual agreement
and an amicable litigation settlement procedure established
in the new 2002 French law on patients’ rights. This law
founded a new commission, named the CRCI. This commis-
sion can be used by any person who is thought to be a victim
of damage due to a medical accident, an iatrogenic acci-
dent or a nosocomial infection. When the damage to the
patient reaches the threshold of gravity identiﬁed in the
2002 law, the CRCI is qualiﬁed to act and gives an opinion on
the applicable mode of compensation in the 6 months after
its involvement. The patient should undergo expert exami-
nation. If medical responsibility is conﬁrmed, the opinion of
the CRCI is sent to the hospital and to its insurer. An offer
of compensation should be made during the next 4 months.
If the victim accepts the offer, compensation must be paid
within 1 month. If the victim refuses the offer, the court of
jurisdiction should be used to assess the damage. If there is
no medical fault, but only an iatrogenic accident or a noso-
comial infection, the national ofﬁce (ONIAM) must propose
compensation to the patient.
Mediation: intervention of a medical mediator
The medical mediator is approached by the director of
the hospital or directly by the patient (or heirs) to act as
an intermediary, who provides the patient or their fam-
ily with information, with the aim of resolving conﬂict
between healthcare professionals and patients. The medical
mediator is generally a retired doctor from the hospital in
question, who has an excellent reputation that is recognized
by both the medical community and patients. This function
is generally not remunerated.Legal representatives other than the patient
Complaints may be made by people other than the patient.






r guardian) make the complaint. If the patient is still hos-
italized, or if their health prevents them from making a
omplaint, their family (spouse, children, etc.) generally do
o. Finally, if the patient is deceased, the heirs act on their
ehalf.
ata collection
rom 2003 to 2007, all new complaints (claims brought to the
ourts and actions of mediation) within the scope of Nancy
niversity Hospital were collected by year. Procedures
tarted before 2003 and still pending were excluded. Com-
laints concerning the cardiology department (medicine,
urgery and rehabilitation units, for both adults and chil-
ren) were individualized. Reasons for claims and results of
laims in terms of sentence were also collected. For each
omplaint, we recorded the surname, ﬁrst name, date of
irth and sex of the patient, the date of hospital discharge,
he date of death (if relevant), the date of the complaint,
nd the authority used (medical mediator, legal department
f the hospital for amicable agreement, CRCI, Administra-
ive Court, Civil Court or Penal Court). We also recorded the
epartment concerned with the complaint, the nature of
he plaintiff (if not the patient), the reason for the recourse
nd the status of the procedure at the time of the study (in
rogress, hospital sentenced, patient claim rejected, renun-
iation of proceedings, therapeutic hazard or nosocomial
nfection).
Owing to changes in hospital organization, it was impos-
ible to collect data from the legal department concerning
micable agreement for the year 2003. Before 2002, no sys-
ematic follow-up was performed for any type of claim.
tatistical analysis
uantitative variables are expressed as means± standard
eviations and qualitative variables as numbers and percent-
ges. Characteristics between groups were compared using
earson’s Chi2 test for categorical variables, and the t test
r analysis of variance for continuous variables. Two anal-
ses were performed: an analysis per patient, considering
rst registered procedure for a given patient, and an anal-





ver the study period, 326,661 patients were admitted
o the hospital; 9610 (2.94%) died during hospitalization.
total of 845 procedures were recorded, concerning 771
atients (Table 1). These patients were men in 54% of cases
nd had a mean age of 51± 23 years. Of the 845 proce-
ures, 533 (63%) were addressed to the medical mediator
nd 312 (37%) were other types of complaints: 112 (13%)
ere addressed to the CRCI, 100 (12%) to the Administrative
ourt, 91 (11%) to the legal department of the hospital for
micable agreement, eight (1%) to the Civil Court, and one
0.1%) to the Penal Court. Globally, over the studied period,
598 F. Claudot et al.








Type of complaint —
Mediation 533 (63) 533 (100) —
Amicable agreement 91 (11) — 91 (29)
CRCI 112 (13) — 112 (36)
Administrative Court 100 (12) — 100 (32)
Civil Court 8 (1) — 8 (3)
Penal Court 1 (0.1) — 1 (0.3)
Year when complaint was made 0.001
2003a 135 (16) 96 (18) 39 (13)
2004 176 (21) 117 (22) 59 (19)
2005 217 (26) 142 (27) 75 (24)
2006 170 (20) 106 (20) 64 (21)
2007 147 (17) 72 (14) 75 (24)
Mean age (years) 51± 23 52± 24 47± 19 0.01
Men 459 (54) 273 (51) 186 (60) 0.02
Plaintiff < 0.0001
Patient 471 (56) 225 (42) 246 (79)
Heirs 65 (8) 50 (3) 15 (16)
Patient’s parents 94 (11) 79 (15) 15 (5)
Patient’s children 108 (13) 108 (20) —
Husband/wife 77 (9) 77 (14) —
Patient’s family 11 (1) 11 (2) —
Patient’s insurance company 11 (1) 11 (2) —
Patient’s general practitioner 7 (1) 7 (1) —
Reason < 0.0001
Medical care problems 421 (50) 335 (63) 86 (28)
Death of the patient 98 (12) 53 (10) 45 (14)
Nosocomial infections 96 (11) 31 (6) 65 (21)
Management of care 74 (9) 74 (14) 0
After-effects of surgery 116 (14) 0 116 (37)
Lack of information 33 (4) 33 (6) 0
Problem with paramedical staff 7 (1) 7 (1) 0
Time period for court referral (days) 350± 866 98± 504 963± 1195 < 0.0001
Data are number (%) or mean± standard deviation. CRCI: Regional Commission of Conciliation and Compensation.





















phe complaints index was 2.59 per 1000 patients.
ediation
atients involved in mediation (Table 1) were men in 51%
f cases and had a mean age of 52± 24 years. The plain-
iffs were the patient (42%), the patient’s children (20%),
he patient’s parents (15%), the patient’s husband/wife
14%), the patient’s heirs (3%), the patient’s family (2%), the
atient’s insurance company (2%) or the patient’s general
ractitioner (1%). The reasons put forward by the plaintiff
ere medical care problems (error of diagnosis, error of
egulation, etc.; 63%), problems in assumption of respon-
ibilities (postponement of appointment or interventions,




y10%), lack of information (6%), nosocomial infections (6%)
nd problems with paramedical staff (1%).
itigation
atients involved in litigation (Table 1) were men in 59%
f cases and had a mean age of 47± 19 years. The plain-
iffs were the patient (79%), the patient’s heirs (16%) or
he patient’s parents (5%). The reasons put forward by the
laintiff were problems with after-effects of surgery (loss of
obility, paralysis, etc.; 37%), medical care problems (28%),
osocomial infections (21%) and death of the patient (14%).
o litigation was based only on lack of information.
Compared with mediation, litigation more often involved
ounger male patients, the plaintiff was more frequently the
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Table 2 Current status of the procedures.
General population Cardiology department
Administrative court procedures 100 (100) 9 (100)
Procedure pending 60 (60) 4 (44)
Patient’s claim rejected 18 (18) 2 (12)
Hospital sentenced 14 (14) 1 (11)
Patient gave up 8 (8) —
CRCI procedures 112 (100) 16 (100)
Procedure pending 18 (16) 2 (13)
Patient’s claim rejected 48 (43) 3 (19)
Hospital sentenced 20 (18) 4 (25)
ONIAM sentenced 20 (18) 5 (31)
Patient gave up 6 (5) 2 (12)

































tpatient or the patient’s heirs (P < 0.0001), and the reason
for the complaint was more often after-effects of surgery or
nosocomial infections than medical care problems.
Referral of cases to courts
The mean time period for referral of cases to the courts
was 350± 866 days (about 1 year) (Table 1). The mean time
period for referral of cases to the medical mediator was
98± 504 days (about 4 months) vs 963± 1195 days (about
2.5 years) for the other procedures (P < 0.001). The shortest
time periods were those for referral to the medical mediator
(98 days) or the CRCI (602 days); the longest time periods
were those for referral to the Administrative Court (1293
days) or the Civil Court (1853 days).
At the closing date of data collection, 60% of the pro-
cedures referred to the Administrative Court were still
pending. Of the litigation procedures referred to this
court, patients’ claims were dismissed in 18% of cases
and the hospital was sentenced in 14%. Of the procedures
referred to the CRCI, 16% were still pending, patients’
claims were dismissed in 43% of cases, and the hos-




Over the study period, 45,272 patients were admitted to the
cardiology department (14% of the total number of hospital
admissions); 814 died during hospitalization (1.8%). Of the
845 recorded complaints, 81 (10% of the total number of
recorded complaints) concerned 69 patients from the car-
diology department (Table 3). These patients were men in
67% of cases and had a mean age of 62± 13 years. Globally,
the complaints index was 1.79 per 1000 patients.Mediation
Patients involved in mediation were men in 63% of cases





(usband/wife (36%), the patient (33%), the patient’s chil-
ren (19%), the patient’s heirs (8%), the patient’s family (2%)
r the patient’s parents (2%). The reasons put forward by
he plaintiff were medical care problems (35%), death of
he patient (25%), nosocomial infections (17%), problems in
ssumption of responsibilities (15%) and lack of information
8%).
itigation
atients involved in litigation were men in 72% of cases
nd had a mean age of 60± 12 years. The plaintiffs
ere the patient (62%) or the patient’s heirs (38%). The
easons put forward by the plaintiff were death of the
atient (41%), problems with after-effects of surgery (28%),
osocomial infections (21%) and medical care problems
10%). No litigation was based only on lack of informa-
ion.
Unlike the general population, no statistical difference
as found between mediation and litigation in terms of age
nd sex. Plaintiffs for litigation were similar to the general
opulation. After-effects of surgery was again used statis-
ically more frequently as a reason for litigation than for
ediation, as was death.
eferral of cases to courts
he mean time period for referral of cases to the courts
as 345± 869 days (about 1 year). The mean time period
or referral of cases to the medical mediator was 99± 168
ays (about 4 months) vs 859± 1387 days (about 2.5
ears) for the other procedures (P < 0.001; Table 3). At
he closing date of data collection, 44% of the procedures
eferred to the Administrative Court were still pending. Of
he litigation procedures referred to this court, patients’
laims were dismissed in 12% of cases and the hospi-
al was sentenced in 11%. Of the procedures referred to
he CRCI, 13% were still pending, patients’ claims were
ismissed in 19% of cases, and the hospital and ONIAM
ere sentenced in 25% and 31% of cases, respectively;
he plaintiffs gave up the procedure in 12% of cases
Table 2).
600 F. Claudot et al.








Type of complaint —
Mediation 52 (64) 52 (100) —
Amicable agreement 3 (4) — 3 (10)
CRCI 16 (20) — 16 (55)
Administrative Court 9 (11) — 9 (31)
Civil Court 1 (1) — 1 (4)
Penal Court — — —
Years when complaint was made 0.05
2003a 18 (22) 16 (20) 2 (7)
2004 10 (12) 5 (6) 5 (17)
2005 22 (27) 14 (17) 8 (28)
2006 18 (22) 12 (15) 6 (21)
2007 13 (16) 5 (6) 8 (28)
Mean age (years) 62± 13 62± 13 60± 12 0.3
Men 54 (67) 33 (63) 21 (72) 0.4
Plaintiff < 0.0001
Patient 35 (43) 17 (33) 18 (62)
Heirs 15 (19) 04 (8) 11 (38)
Patient’s parents 1 (1) 1 (2) —
Patient’s children 10 (12) 10 (19) —
Husband/wife 19 (24) 19 (36) —
Patient’s family 1 (1) 1 (2) —
Patient’s insurance company — — —
Patient‘s general practitioner — — —
Reason < 0.0001
Medical care problems 21 (26) 18 (35) 3 (10)
Death of the patient 25 (31) 13 (25) 12 (41)
Nosocomial infections 15 (18) 9 (17) 6 (21)
Management of care 8 (10) 8 (15) —
After-effects of surgery 8 (10) — 8 (28)
Lack of information 4 (5) 4 (8) —
Problem with paramedical staff — — —
Time for court referral (days) 345± 869 99± 168 859± 1387 < 0.0002
Data are number (%) or mean± standard deviation. CRCI: Regional Commission of Conciliation and Compensation.
























complaints involving the cardiology
epartment vs other departments
he comparison between complaints involving the cardiol-
gy department and other hospital departments is shown
n Table 4. No differences were seen in terms of mean
ge, sex, type and year of complaint. However, cardiol-
gy department complaints differed signiﬁcantly from those
elating to other departments in terms of the nature of
he plaintiff (more often heirs or husband/wife) and the
eason for the claim (less frequently medical care prob-
ems and more often death and nosocomial infections). A
light but signiﬁcant reduction in mean time for referral to





his study showed that at Nancy University Hospital, only
.6% of hospitalizations led to a procedure. Given the num-
er of patients seen annually at this hospital, we found
hat the absolute number of complaints was low and the
ospital was not frequently sentenced. During the 4 years
tudied, the number of complaints remained stable and was
ot affected by recent changes in the law. Although medi-
olegal pressure is strongly felt by physicians, the stability of
omplaint number is in agreement with the national statis-
ics of one of the largest insurers of physicians [4], contrary
o what was expected when the new law came into effect.
Our data showed that among the complaints, one-third
ere litigations and two-thirds were conciliations, which
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Type of complaint —
Mediation 533 (63) 52 (64) 481 (63)
Amicable agreement 91 (11) 3 (4) 88 (11)
CRCI 112 (13) 16 (20) 96 (13)
Administrative Court 100 (12) 9 (11) 91 (12)
Civil Court 8 (1) 1 (1) 7 (1)
Penal Court 1 (0.1) — 1 (0.1)
Year when complaint was made 0.2
2003a 135 (16) 18 (22) 117 (15)
2004 176 (21) 10 (12) 166 (22)
2005 217 (26) 22 (27) 195 (25)
2006 170 (20) 18 (22) 152 (20)
2007 147 (17) 13 (16) 134 (17)
Mean age (years) 51± 23 62± 13 49± 23 0.8
Men 459 (54) 54 (68) 405 (53) 0.4
Plaintiff < 0.0001
Patient 471 (56) 35 (43) 436 (57)
Heirs 65 (8) 15 (18) 50 (6)
Patient’s parents 94 (11) 1 (1) 93 (12)
Patient’s children 108 (13) 10 (12) 98 (13)
Husband/wife 77 (9) 19 (24) 58 (8)
Patient’s family 11 (1) 1 (1) 10 (1)
Patient’s insurance company 11 (1) — 12 (2)
Patient’s general practitioner 7 (1) — 7 (1)
Reason < 0.0001
Medical care problems 421 (50) 21 (26) 400 (52)
Death of the patient 98 (12) 25 (31) 73 (9)
Nosocomial infections 96 (11) 5 (18) 81 (11)
Management of care 74 (9) 8 (10) 66 (9)
After-effects of surgery 116 (14) 8 (10) 108 (14)
Lack of information 33 (4) 4 (5) 29 (4)
Problem with paramedical staff 7 (1) — 7 (1)












cData are number (%) or mean± standard deviation. CRCI: Regiona
a Amicable agreements were not recorded in 2003.
enables the medicolegal risk to be put into perspective. In
our study, reasons for claims were those called upon by the
applicants. The number of deaths leading to complaints was
very low compared with the total number of hospital deaths
for the study period (98/9610 [1.02%] for the general pop-
ulation and 25/814 [3.07%] for the cardiology population).
We also noticed that there was no litigation based only on
lack of information; the reading of the ﬁles showed that
this complaint was generally associated with a ‘technical’
problem.
The cardiology department had similar results to the gen-
eral population in this study. Complaints related to care in
the cardiology department were low and relatively stable
during the 4 years studied. Nosocomial infectious diseases
represented a high proportion of complaints and should lead
the physician to be extremely vigilant. Despite its inter-





imission of Conciliation and Compensation.
rotected from litigation; this is corroborated by national
nd international data [4,5]. Although cardiology is of an
nvasive nature and deals with serious pathologies, our study
id not show any increased risk for problems and claims.
Some limitations warrant consideration. The most obvi-
us limitation was our inability to index the amicable
greements for the year 2003. It is also important to note
hat a large number of litigation procedures were still in
rogress, so their outcome was unknown. Finally, it was
nfortunate that we could not compare our results with data
rom international literature. Published literature about
omplaints in a single hospital is quite rare [6], and there
s no central registry. Moreover, a review of the litera-
ure shows that the studies that have been published dealt
ore with compensation payments for medical malprac-
ice or focused on the insurer, the ﬁeld or the type of

































and compensation payments in medical malpractice litigation.
N Engl J Med 2006;354:2024—33.
[10] Vincent C, Davy C, Esmail A, et al. Learning from litigation.
The role of claims analysis in patient safety. J Eval Clin Pract
2006;12:665—74.02
n some countries or malpractice claims involving partic-
lar disciplines without speciﬁc data from the cardiology
eld [8,9].
onclusion
laims related to care in cardiology were low and relatively
table during the last 4 years. Nosocomial infectious diseases
epresented a high proportion of claims and should lead
he physician to be extremely vigilant. Cardiology remains
ﬁeld relatively protected from litigation.
The installation of a registry of complaints in health
are institutions is a relatively recent lawful requirement
n France (1995). Following the complaints allows mea-
urement of the dissatisfaction of patients, but it also
akes it possible to correct medical behaviour [10]. Indeed,
laims for malpractice and medical negligence are a poten-
ially important source of information that can help us to
nderstand errors. The complaint is often the result of a
aterialized risk and this analysis can contribute towards
reserving the safety of the patient.
A national medical litigation registry could be developed
n France, which could, under certain conditions, be held
y the French ‘Haute Autorité de santé’. This would use-
ully supplement establishment certiﬁcation, procedures for
valuation of quality of care, and evaluation of professional
ractices. It would also make it possible to improve the
uality of initial doctor training.
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